It was hypothesized that symptoms reflect a patient's social competence or maturity level and that this maturity level is related to the diagnosis he receives. Symptom scales based on empirical relations between symptoms and competence levels were constructed for 3 spheres of functioning: thought, affect, and action. Results obtained with 504 psychiatric patients showed that (a) placement on each symptom scale was significantly related to diagnosis; and (b) patients who could be rated on all 3 scales showed consistent placement across scales. This latter finding was interpreted as indicating that the maturity dimension is a pervasive one, thus lending further support to the view that maturity plays an important role in the process of diagnosis.
It was hypothesized that symptoms reflect a patient's social competence or maturity level and that this maturity level is related to the diagnosis he receives. Symptom scales based on empirical relations between symptoms and competence levels were constructed for 3 spheres of functioning: thought, affect, and action. Results obtained with 504 psychiatric patients showed that (a) placement on each symptom scale was significantly related to diagnosis; and (b) patients who could be rated on all 3 scales showed consistent placement across scales. This latter finding was interpreted as indicating that the maturity dimension is a pervasive one, thus lending further support to the view that maturity plays an important role in the process of diagnosis.
A number of papers evaluating the reliability of our conventional system of psychiatric diagnosis (Foulds, 1955; Hunt, Wittson, & Hunt, 1953; Schmidt & Fonda, 1956; Seeman, 1953; Zigler & Phillips, 1961b) have indicated that as long as diagnosis is confined to broad diagnostic categories the system is modestly reliable. However, although clinicians show some consistency in placing patients into the major nosological categories, the process underlying this reliability remains something of a mystery.
When forced to be explicit about the process they use, most clinicians assert that they make their diagnosis on the basis of the symptomatic picture presented by the patient. This strikes one as being perfectly reasonable, since the classificatory principle for the diagnostic system currently in use is supposedly symptom manifestation. If symptoms do indeed define diagnosis, then any particular symptom or combination of symptoms should occur predominantly in a single diagnostic category. Such, however, is not the case. Several studies-see Freudenberg and Robertson (1956) , Zigler and Phillips (1961c) -have indicated that although the occurrence of certain symptoms tends to be associated with particular diagnostic categories, many symptoms are related to more than one diagnosis. Furthermore, even in those cases where a statistically significant relationship exists between a symptom and a diagnostic class, the magnitude of this relationship is generally quite small. As Freudenberg and Robertson (1956) have noted, this minimal relationship between symptoms and diagnostic categories is not appreciably altered by employing complex combinations of symptoms rather than single ones. Thus the question is raised as to why psychiatric classification is as reliable as it is when symptoms are so minimally related to diagnosis. Thorne (1953) proposed a solution to this problem in suggesting that the experienced clinician does not diagnose on the basis of textbook symptoms but primarily on the basis of "the feel of the case." Thus, the experienced diagnostician is seen as an analogue of the computer, a view reminiscent of that suggested by Eysenck (1953) .
Drawing such a parallel reveals little about the nature of the clinician's "program," that is, the configuration which transcends symptomatology or those criteria which lie beyond the domain of psychiatry proper to which he is responding. One possibility is that while the clinician orients himself toward the symptoms presented by the patient, the actual process of diagnosis is mediated by the clinician's ordering these symptoms along certain dimensions. Some clue concerning the nature of one such dimension may be gleaned 209 L. PHILLIPS, I. K. BEOVERMAN, AND E. ZIGLER from that clinical folklore which characterizes the manic-depressive and the psychoneurotic as "mature," "of higher socio-economic class," "phallic," etc., in contrast to schizophrenics and to character disorders who are typically characterized as "immature," "regressed," "of lower socio-economic class," "oral," etc. This theoretical ordering of diagnostic categories along a dimension of maturity receives empirical support from the findings that diagnosis is, in fact, related to the general maturity level of the individual as measured by social competence indices which both include and go beyond those typically employed to define social class (Zigler & Phillips, 196 la) .
Evidence that the individual's social competence or maturity level is a pervasive factor in a variety of psychopathological phenomena (e.g., incidence of mental disorder, gross symptomatic picture presented and prognosis) has now been presented in a series of papers (Phillips & Rabinovitch, 19S8; , 1964 Zigler & Phillips, 1960 , 1961a , 1961c , 1961d , 1962 . The centrality of this dimension has led the authors to propose that clinicians implicitly order symptoms along a dimension of maturity when making a diagnosis.
In the typical diagnostic procedure the clinician assesses the presence or absence of symptoms in various spheres of psychological functioning. The diagnostician closely examines the character of the patient's thought processes, the nature of his affect, as well as those acting-out behaviors which might have precipitated referral or hospitalization. Within each of these spheres of Thought, Affect, and Action the clinician attempts to discern behaviors which are considered symptomatic of particular mental disorders. A large proportion of the symptoms represented in any hospital population can, on an a priori basis, be divided into these three spheres. In the present study the authors will attempt to demonstrate that certain symptoms bear a systematic relation to maturity level as measured by achieved level of social competence. The inference is made that the diagnostician takes into account this maturity-symptom relation in making a diagnosis.
The plan of investigation was based on the following considerations. Independent of diagnostic considerations, any symptom can be examined for its empirical relationship to maturity as measured by premorbid social competence indices. Once this is done a symptom scale which employs only those symptoms which represent discrete points along the social competence dimension can be devised for each sphere of psychological functioning. The specific prediction would then be tested that the diagnosis which a patient receives is a function of where his symptoms are located on the symptom scales constructed for each of the three spheres.
Furthermore, if the maturity dimension does pervade all areas of functioning then one would expect a positive relation among the three symptom scales. That is, patients who manifest symptoms indicative of relatively high maturity in one sphere should tend to manifest mature symptoms in the other two spheres as well. The evidence for such a general maturity factor would give further credence to the view that the clinician should and probably does respond to such a factor when making a diagnosis.
PROCEDURE Subjects
This study was based on the examination of the case histories of 504 patients, 287 males and 217 females, admitted to Worcester State Hospital during a 12-year period (1945) (1946) (1947) (1948) (1949) (1950) (1951) (1952) (1953) (1954) (1955) (1956) (1957) . The particular case histories employed were those of patients referred to the Hospital Psychology Department for psychological testing, and who were eventually diagnosed as suffering from a functional disorder. While this sample includes a wide variety of cases, extremely deteriorated or very agitated patients are seldom referred for psychological evaluation and are not adequately represented in this sample.
Diagnosis
The diagnosis ascribed to each patient in the study was that psychiatric classification agreed upon at a diagnostic staff conference and noted on the patient's hospital record as his primary diagnosis. The diagnostic classification of mental illness used by Worcester State Hospital during this period was based on the following sources: Standard Classified Nomenclature of Disease (1945 Disease ( -1952 and , Diagnostic and Statistical Manual of Mental Disorder (1953-1957) .
The patients in the present study were categorized into four major diagnostic groups: manic-depressive, schizophrenic, psychoneurotic, and character disorder.
The composition of each of these groups was as follows:
1. Manic-depressive here was denned to include the diagnoses of involutional psychotic reaction; manic-depressive, manic; manic-depressive, depressive; manic-depressive, other; and psychotic depressive reaction (^ = 47).
2. The schizophrenic population included those with diagnoses of the following types of schizophrenic reactions: simple, hebephrenic, catatonic, paranoid, undifferentiated, and schizo-affective (N = 182).
3. Psychoneurotic included diagnoses of the following types of psychoneurotic reactions: anxiety, dissociative, conversion, phobic, obsessive-compulsive, depressive, and other (N = 98).
4. Character disorder included the diagnoses of personality-pattern disturbance-inadequate, schizoid, cyclothymic, or paranoid type; personality-trait disturbance-emotionally unstable, passive-aggressive, compulsive personality, or other type; and, sociopathic disturbances of the following types: antisocial; dyssocial; sexual deviation; addiction, alcoholism; and, addiction, drug addiction (JV=177).
The decision to employ such broad classifications is dictated by the fact that the narrower the diagnostic category the less reliable it is .
Social Competence
In earlier studies the variables of education, occupation, intelligence, employment history, marital status, and age were used as social competence indices. Each of these variables was divided into a number of categories which were conceptualized as representing steps along a maturity continuum (Zigler & Phillips, 1960) . The number of categories in each variable ranged from a low of three for marital status, to a high of six for education and intelligence. In the present study, however, only the variables containing five or more categories, that is, occupation, intelligence, and education, were used to compute a patient's maturity level, since these items were thought to have sufficiently fine gradations to permit a discrete ordering of symptoms.
The three variables and their categories from low to high are as follows:
1. Occupation-The Dictionary of Occupational Titles (1949) was employed to place each patient's occupation into the categories of unskilled; semiskilled or service; clerical or sales; skilled; and professional or managerial.
2. Intelligence-IQs obtained on standard intelligence tests of 69 or less; 70-79; 80-89; 90-119; 120-129; 130 or more. 3. Education-none or some grades; finished grade school; some high school; finished high school; some college; finished college or more.
Each patient received a score on each of the three social competence indices based on case-history information. In order to make the three indices additive, a score between 0 and 100 was assigned for each index giving the three indices approximately the same means and ranges. For the sixcategory variables, education and intelligence, the scores assigned from low to high were 8, 25, 41, 58, 75, 92 . For the five-category variable, occupation, the scores from low to high were 10, 30, SO, 70, and 90. The overall maturity score for each patient was the mean of the scores obtained on the three variables. This averaging procedure was required since data were not available for every patient on all three variables.
In order to check on the extent to which this maturity score represented the previously used index of social maturity a Pearson product-moment correlation was performed between the two measures. The resulting correlation of .68 was sufficiently high to consider the maturity score based on three variables as strongly related to the previously used social competence measure based on six variables. However, given a correlation of this moderate magnitude, the two indices cannot be considered identical.
Symptoms
A symptom in the present study, as in earlier studies (Phillips & Rabinovitch, 1958; Zigler & Phillips, 1960) , refers to the description of a patient's behavior by a psychiatrist at the time of initial institutional contact, or the description of behavior presented by referring physicians as the primary reason for hospitalization. The symptoms include specific actions, for example, assault; general behavior patterns, for example, irresponsible behavior; thoughts, for example, sexual preoccupations; somatic reactions, for example, headaches; and general affect states, for example, being tense. Examination of the S04 case records resulted in the tabulation of the following 46 discrete-presenting symptoms:
All Symptoms often do not lend themselves to unambiguous placement in any one category. The classification presented here represents an effort to assign symptoms reasonably into one of three categories. The authors were unable to place 10 symptoms and so removed them from further consideration.
Construction of Thought, Affect, and Action Scales
An effort was made to obtain social competence values for each symptom and combination of two symptoms within a symptom category, free from the presence of other symptoms within that category. Therefore, only those patients were selected who had at least one, but no more than two symptoms within any one of the three symptom categories. One hundred fifty-four, 264, and 187 met this criterion for the Thought, Affect, and Action categories, respectively. (It should be noted that a single case could fall into more than one category.) Of the total of 504 patients in the initial sample, 383 (about 76%) met the criteria for inclusion on at least one symptom scale.
In the construction of the Thought symptom scale only those cases were employed that had no more than two thought symptoms. In order to obtain a social competence score for each thought symptom and every possible combination of two symptoms, the overall social competence scores of the patients exhibiting that symptom or combination of symptoms were averaged. A series of t tests was then run between the social competence scores associated with each symptom and symptom combination. For the final Thought scale those symptoms and symptom combinations were selected that: (a) represented significantly different points along the social competence continuum; and (6) occurred in a sufficient number of cases to make them suitable for the type of statistical treatment to be employed. The final Thought scale was composed of symptoms representing three distinct levels of competence. The symptoms and symptom combinations as well as their respective mean levels of competence from high to low are presented in Table 1 . This same procedure was employed in the construction of the Affect scale and the Action scale which are also presented in Table 1 . Table 2 presents the number of patients in each diagnostic category manifesting symptoms or symptom combinations at each competence level for each symptom scale. (It should be noted that a single patient may be included in more than one scale.) As predicted, each scale was found to be significantly related to diagnosis. ft It will be noted that "suspicious" appears at more than one level. If it is found as the only thought symptom or appears in combination with "threatens assault" it is at the second level of competence. If it occurs in combination with hallucinations it is at the third level.
RESULTS AND DISCUSSION
b Action scale-Only two levels of competence could be distinguished for symptoms used in the construction of the Action scale. In respect to the Thought scale, psychoneurotics, and to a lesser extent, character disorders, were characterized by relatively high-level thought symptoms while the reverse was true for schizophrenics. Findings with the Affect scale indicated that manicdepressives and psychoneurotics evidenced high-level affect symptoms while schizophrenics and character disorders were characterized by lower-level affect symptoms. On the Action scale, psychoneurotics manifested high-level symptoms while character disorders had low-level symptoms. In general then, psychoneurotics and manic-depressives were found to have symptoms indicative of higher levels of social maturity than those found in schizophrenics and character disorders. However, differences within these pairs of diagnosis should be noted. The manic-depressive's higher level of social maturity is evidenced most clearly in affect while the psychoneurotic tends to manifest high-level symptoms in all three areas. Schizophrenics express their immaturity primarily in the sphere of thought and character disorders in the sphere of affect. Table 3 involves only those patients who appear on at least two symptom scales and shows the relationships obtained between the levels of the three scales. As predicted, positive relations were found between all three symptom scales.
In general, the findings lend support to the authors' premise that a patient's level of social maturity finds expression in his symptomatology and that this combination of maturity and symptom expression is an important factor in the diagnosis that he receives. That the maturity dimension is a pervasive one is attested to by the findings presented in Table 3 , which indicate that the symptoms of a patient across spheres of functioning are not idiosyncratic, but rather that they are a consistent expression of the patient's maturity level. (The reader should remember that only a minority of patients are represented in Table 3 , and that the symptom scale levels were computed primarily on the basis of social competence scores of a much larger pool of patients than those represented in Table 3 . Had the scales been constructed only on those patients who are represented on more than one scale, then a positive relation between scales would not only be inevitable but also close to perfect.)
A remaining question of interest is why the rather simple symptom scales in the present study were found to be relatively highly related to diagnosis while discrete symptoms, as well as other combinations of symptoms, were found to be minimally related to diagnostic categories in earlier studies (Freudenberg & Robertson, 19S6; Wittenborn, Holzberg, & Simon, 19S3; Zigler & Phillips,  1961c). In the earlier studies either discrete or certain selected combinations of symptoms were related to diagnosis, while in the present study a theoretical framework and empirical evidence were employed to construct symptom scales consisting of a number of symptoms and symptom combinations. Thus, in the present study an atomistic, atheoretical approach to relations between symptoms and diagnosis was eschewed in favor of a theoretical one in which a number of symptoms and symptom combinations representative of the same maturity level were conceptualized as functionally equivalent indicators of a diagnosis. Furthermore, only those symptoms were employed which represented discrete points along a social competence continuum and which were pathognomonic in nature, that is, actually led to hospitalization. It may be that the large number of symptoms excluded are those that create "noise" in the diagnostician's system and which consequently, may have led to the generally low relations found between symptomatology and diagnosis in previous studies.
It is of considerable interest that even with the exclusion of so many of the original symptoms and the rather stringent criteria used for including a patient in the final study, approximately 76% of the patients included in the present study were classifiable on at least one symptom scale. This indicates that the study dealt neither with a very esoteric group of symptoms nor a very select sample of patients.
One final note is in order. Though the relations found between the symptom scales and the diagnostic categories were highly significant, they were far from perfect. This is what one would expect if, as has been hypothesized, diagnosticians employ something akin to these scales in an implicit way when making a diagnosis. To the extent that such a procedure is employed by diagnosticians, the diagnostic system will be a somewhat reliable one. It would follow, however, that the reliability of psychiatric diagnosis might be improved considerably by the explicit incorporation of the maturity dimension into the classification process.
